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If you think you qualify, com
plete the 

attached application and drop in any 
m

ail box. N
o postage necessary.

Tear along this perforation. Fold up completed application form, moisten glue strip and apply to edge indicated.
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• 
To im

m
ed

iately p
rovid

e to the D
ep

artm
ent of 

H
ealth and

 H
um

an S
ervices w

ritten notice of a 
change of ad

d
ress, nam

e, household
 incom

e, 
m

arital status, telep
hone num

b
er, status of 

d
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 M

ed
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S
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ed
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ility.

• 
If it is d

eterm
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 D

isab
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x 
b
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y b
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That as a cond

ition of, and
 for p

urp
oses of 

d
eterm
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e d
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I d
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x p
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f m
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h
h
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o m
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• C
overage lim
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 m
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 D
ru

g P
lan

• H
elp w

ith
 prescription

 costs if you
 

are su
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e Part D
 coverage 
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u
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ole”).
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 m
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b
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.
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Confidentiality Statement 
Information provided on this application is confidential.  No person may publish, 
disclose or use any personal or confidential information contained on this application 
except for purposes connected to the administration of this program.  Unauthorized 
disclosures are a violation of the Health Insurance Portability and Accountability Act 
(HIPAA) and may result in civil penalties. 

A
p

p
licant N

am
e (Last)_________________________ (First)_________________________

Applicant Information    (Please Print)

Spouse Information    (Please Print)

Are you applying for Disability Rx also? Yes   No 
Even if not applying, please provide the following information.

Last Name, First Name, Middle Initial

Date of Birth Social Security Number

Applicant Contact Information 

Residence
Address

Mailing
Address

Telephone

E-Mail Address

Number, Street, Apt. or Space Number

City, State, Zip Code 

Number, Street, Apt., Space Number or P.O. Box 

City, State, Zip Code 

(_____)

Last Name, First Name, Middle Initial

Date of Birth Social Security Number

Complete this form, sign below, and return it to the address listed on the back.

Type of Income SpouseApplicant Total

List All Current Monthly Income Received 

Total monthly income from all sources . . . . . . . . . . . . . . . . . . .
(Income includes Social Security, SSI, Pensions/IRAs, Interest

and Dividends, Wages, Real Estate Rental, and Others.) 

+                    =

+                    =

+                    =

+                    =

Capital Gains (Loss) on last tax return
Business Income (Loss) on last tax return

F
o
r S

ta
tistic

a
l P

u
rp

o
se

s O
n
ly 

C
heck one b

ox for ap
p

licant and
 one b

ox for sp
ouse (if any)
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This inform
ation is voluntary and

 w
ill b

e kep
t sep

arate and
 

confid
ential.

 
What is your disability?
(no abbreviations please)

If you receive any help based on your disability,
provide the agency name. 

Have you lived in Nevada continuously for 12 months
prior to the date of this application?            Yes       No  

Male      Female  

Medicare Prescription Drug Plan Name (no abbreviations please) 

Monthly Part D Premium (if any) 

Medicare Number with LETTER  Medicare Effective Date 

IF MEDICARE ELIGIBLE (REQUIRED INFORMATION)

If applying, what is your disability?
(no abbreviations please)

If you receive any help based on your disability,

provide the agency name.

Have you lived in Nevada continuously for 12 months
prior to the date of this application?            Yes       No  

Male      Female  

Medicare Prescription Drug Plan Name (no abbreviations please) 

Monthly Part D Premium (if any) 

Medicare Number with LETTER  Medicare Effective Date 

IF MEDICARE ELIGIBLE (REQUIRED INFORMATION IF APPLYING)
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